
This brief discusses ways to reduce the costs of family planning services. Potential strategies include: 

assessing and understanding the actual costs of providing services so that lower cost methods and 
distribution systems can be identified, with due regard for choice and access; 

@ using excess capacity in 
delivery systems; 

reducing or eliminating 
costly regulations and 
unnecessary 
procedures; and 

integrating family 
planning services with 
broader reproductive 
health care. 

The questions that follow 
address these topics. While 
each of these strategies 
has the potential to reduce 
the costs of family plan- 
ning programs, the extent 
of this potential is not 
always clear. 



Before one can forecast how much cost saving can 
be achieved through various strategies, it is impor- 
tant to determine the accuracy of existing family 
planning cost estimates. Many cost studies have 
been conducted in Africa, but  their results are 
difficult to compare because of wide country varia- 
tion in programs and economic conditions. We are 
focusing on only one country, Kenya, thereby 
eliminating some of the reasons for the variability 
in cost estimates. 

Several cost studies have been conducted in Kenya 
in the past five years. '~2~3~4r5 Table 1 shows the 
variation in the costs of providing a range of family 
planning methods, as reported in some of these 
studies. Using inflation and exchange rate informa- 
tion, we expressed all costs in 1997 U.S. dollars to 
make the estimates comparable. 

The figures in Table 1 are reported as cost per 
couple year of protection (CYP). This measure 
estimates the cost of providing a year of pregnancy 
protection to a woman for each type of contracep- 
tive method. 

The costs of CYPs by method vary according to 
both the cost of the method chosen and the length 
of time that it is used. For example, since one 

intrauterine device (IUD) can provide years of 
protection, the cost of this method is spread over 
several years; alternatively, the cost of four injec- 
tions of Depo Provera (DMPA) totals one CYP for 
this method, since each injection provides only 
three months of protection. 

As illustrated in Table 1, costs per CYP were lowest 
for IUDs in four of the five studies reviewed. 
Sterilization was the lowest cost method in the fifth 
study and the second lowest cost method in the 
other four. Cost per CYP is much higher for all 
other methods. 

The costs per CYP by mode of delivery, using data 
from the Family Planning Association of Kenya 
(FPAK) as an example, indicate that clinics have 
lower costs than do community-based distribution 
(CBD) programs ($1 0.09 vs. $1 6.30," data not 
shown). However, community-based distribution 
programs provide only re-supply methods, which 
have a higher cost per CYP. 

Table 1 also shows that there is a great deal of 
variation in the estimated costs per CYP reported 
by or derived from different studies. It would be 
very difficult for policy-makers to incorporate cost 
considerations into method-mix planning without 
more consistent, reliable information. While costs 
are but  one criteria upon which such plans are 
based, they do need to be considered. Programs 
need to understand the trade-offs in cost, service 
quality, access and reproductive choice. 



I t  is also difficult to determine exactly why there is 
so much variation among cost estimates that, in 
theory, should be similar. Differences in the way 
that the studies measured costs are likely to 
account for much of this variation. 

How can we improve cost estimates 
and provide more useful information for 
policy decisions? 

Cost estimates could be improved if researchers 
and programs used a standard approach to 
measuring them. 

To calculate comparable cost per CYP figures, 
cost estimates should include: 

all costs incurred in obtaining a method; 

the costs of continuing to use it; and 

the costs of discontinuing use. 

The costs of contraceptive commodities are 
sometimes excluded because they are donated by 
international agencies and not purchased by the 
program itself. This underestimates the true cost of 
providing services. Programs would be forced to 
pay for contraceptives if donor money were 
withdrawn. 

Finally, labor costs must be accurately measured. 
The cost of staff labor is often the largest compo- 
nent of total program costs. As such, the way that 
personnel use their time should be a key question 
for cost researchers. All staff time, including the 
time when staff are not seeing clients, should be 
included. Personnel time should also be measured 
by activity so that decision makers can evaluate the 
extent to which clinics are operating with under- 
utilized capacity, or, in other words, the extent to 
which providers have unused time. 

Within each of these categories, there are costs 
associated with: 

the staff who provide the services; 

any supplies used; 

the contraceptive method itself; and 

the building and equipment. 

When family planning workers spend a significant 
amount of time not assisting clients or carrying out 
other activities, there is underutilized capacity. Staff 
are being paid for non-productive time, and costs 
per visit are therefore high. If staff were more fully 
utilized, more clients could be served without 
increasing programs' labor costs. 

Many studies exclude some of these costs. For 
example, contraceptive costs and the costs of 
follow-up and removal visits for long-acting 
methods may be ignored. Studies often count 
only the cost of the visit during which women 
obtain the IUD or Norplant, yet women who 
choose these methods must usually return for at 
least one follow-up visit, as well as a removal visit. 
Thus, costs per CYP may be underestimated. 

Assessing the amount of underutilized capacity is 
especially important for the projection of future 
family planning costs. If demand for family planning 
rises, as i t  is expected to in most sub-Saharan 
African countries, the costs of providing family 
planning services will rise less if excess capacity is 
used. The increased number of clients could be 
absorbed within the existing network of providers, 
and programs might not be forced to hire signifi- 
cantly more family planning workers or add to 
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buildings and equipment. In order to determine the 
extent of unused capacity, programs should con- 
duct cost studies that address this issue and 
deveiop practical suggestions to refocus staff 
attention on direct client services and other 
productive activities. 

How can underutilized capacity be 
mobilized in sub- ahcrran Africa? 

Work performance must be strengthened in order 
to reduce underutilized capacity. Two interrelated 
changes need to take place in order to increase the 
level of staff work effort: more clients need to 
demand services, and staff need to spend their time 
meeting this demand. Financial or technical incen- 
tives such as increased salaries or further training 
can enhance staff productivity, which will improve 
services and attract more clients. Management and 
supervisory structures need to encourage better 
job performance and increased attention to ciients. 

Some service practices can hinder clients' access to 
family planning services. Some of these practices 
may also raise the cost of providing contraceptive 
services. 

Could some tests and procedures be 
eliminated without compromising safety? 

Some tests and procedures currently required 
before contraceptives are provided to clients are 
not necessary. In parts of West Africa, for example, 
women must have a blood test before they can be 
prescribed the com bined oral contraceptive .' 
Though this practice is based on historical concern 
about liver or cardiovascular disease, such tests are 

not recommended or required according to the 
World Health Organization's (WHO) 1995 guide- 
lines for contraceptive eligibility criteria.' More- 
over, very few women are actually identified to be 
at risk through the use of these expensive tests. 

In some settings, more follow-up visits than are 
medically necessary are routinely recommended. 
For example, at most of WHO'S collaborating 
centers in Africa, pills are only prescribed for two to 
three months at a time, and IUD users are told to 
return every four to six months. l 4  Studies have 
shown, however, that more cycles of pills can be 
safely prescribed, and that fewer IUD follow-up 
visits are necessary.' 

These practices not only represent an inconveni- 
ence to users, but can add significantly to the costs 
of service delivery. In Senegal, for example, the cost 
of the blood tests required for pill prescriptions was 
estimated in 1989 to be U.S. $55-$216, five times 
the monthly per capita income.' A brief oral medi- 
cal history is usually sufficient to identify those 
clients at risk of the rare complications of pill use, 
such as blood clots. 

Can some family planning services be 
safely provided by non-ph ysicians? 

There is a growing body of evidence that shows that 
many family planning services can be performed 
equally well by paraprofessional staff, such as 
nurses or midwives. 17,18,19 

These services include provision of oral contracep- 
tives (OCs) and injectables as well as IUD insertion. 
These services can be provided by non-physician 
staff with appropriate training and supervision. 
Because non-physician staff typically are paid lower 
salaries than physicians, their use can lower overall 
program costs without compromising the quality of 
services or the health of clients. 



elines that standardize clinical practices have 
been developed in many countries. 
adhere to these guidelines, recommended practices 
are followed and unnecessary practices are mini- 
mized. It takes commitment at the national level to  
develop and reach consensus on service guidelines. 

hile medical professionals may agree that not all 
currently mandated tests and procedures are 
necessary, they do not agree on which ones should 
be maintained or abandonede20 

Four key steps should be taken to develop these 
guidelines: 

1. current practices should be assessed and 
obstacles to providing quality services identified; 

2. consensus on the guidelines should be 
developed through a participatory process; 

3. providers should be trained in the use of the 
guidelines; and 

4. managers should make sure that the new 
guidelines are used. 

including sexually transmitted diseases 

Many family planning programs in sub-saharan 
Africa are now diversifying their services to include 
the management of reproductive tract infections 
(RTls) and other reproductive health services. The 

provision of more comprehensive reproductive health 
care will affect costs and funding requirements. Little 
research has been conducted to examine the cost- 
effectiveness of integrated programs. 

Most urgently, programs need to analyze the 
costs and cost savings of various RTl screening and 
treatment strategies for family planning clients. 
These include: 

laboratory testing and treatment; 

presumptive treatment of all clients; 

risk assessment and syndromic management; 

a combination of the above strategies; and 

no screening or treatment (status quo). 

No data are yet available to determine the most 
cost-effective strategy for managing asymptomatic 
RTls, such as chlamydia, among family planning 
clients in sub-saharan Africa. The most cost- 
effective strategy depends on the costs and effec- 
tiveness of screening and treatment strategies 
versus the costs associated with failure to treat 
infected clients. The costs of screening and treat- 
ment include those associated with lab tests, risk 
assessment, or syndromic management, along with 
the costs of drug treatment. The costs of failing to 
treat include those associated with clinic or hospital 
care for pelvic pain, infertility, and other health 
consequences - for women and men - of 
untreated RTls, as well as lost productivity. Costs 
also depend on incidence; the higher the incidence 
of RTls, the higher the future costs of failing to 
provide early treatment. 

Miller (1  998) suggests using cost-effectiveness 
analysis to decide who should receive lab testing. He 
argues that the only relevant costs to consider are 
those for lab testing incurred by the organization 
that provides these ~erv ices.~ '  One possible 
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strategy is to use lab tests on only those women at 
moderate risk, empirically treat those women at 
high risk and not test women who have no or very 
low risk. This approach needs to be evaluated. 

Because lab facilities are scarce in the developing 
world, and because lab testing is costly, screening 
strategies that do not rely on lab tests have been 
considered. Such strategies, known as the syn- 
dromic approach to RTl management, generally 
involve initiating treatment based on symptoms, 
rather than on a definitive diagnosis. Recently, i t  
has been used, sometimes in combination with risk 
assessment, for clients at family planning clinics. 
Unfortunately, recent research suggests that this 

approach as i t  is currently used may not be 
effective in treating an often asymptomatic cervical 
infection like chlamydia. For example, a high per- 
centage of women who are treated are not infected. 
Thus, costs are unnecessarily incurred. Moreover, 
this approach fails to identify a high percentage of 
women who are infected (for more information, see 
Mayaud et al., 1995~~ and Dallabetta et al., 
1 99823). 

A number of studies have determined however, that 
for women who are symptomatic for RTls, programs 
that provide both family planning and RTI services 
during the same visit can reduce costs to both the 
facility and to the client. 24,25 
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